gr. 20, was given daily, in one or two doses. The results obtained in 552 cases are as follows : -TABLE V. Incidence of Relapses in Apyrexic Cases Diagnosed Malaria Admitted to a General Hospital from 31/12/17 to 28/2/18. The high incidence of relapses when quinine is stopped immediately the patient becomes apyrexic is a distinct contra-indication for this procedure ; on the other hand, it was found that the results of blood films taken at the time of relapse in such patients were almost invariably positive, whereas over 50 per cent. were negative in the case of patients relapsing during quinine treatment. In cases, therefore, where the diagnosis is in doubt positive findings will more readily be obtained if quinine is stopped, a procedure we now adopt in these cases. The relative merits of Saturday and Sunday and daily quinine are still under investigation.
Summary. &deg;
Summary.
1. A considerable number of patients suffering from severe malaria mounting in one series of 328 cases to 30 per cent. of the total number under treatment at one period-when treated by oral quinine continue to relapse, develop long periods of sustained pyrexia, or become increasingly cachectic.
2. A group of 90 successive patients of this type were treated by two intensive courses of quinine (intramuscular gr. 20, oral gr. 20, intramuscular gr. 20 daily for four days, the course being repeated 10 days later). The result of such treatment was an immediate, progressive, and marked improvement in the general condition in all cases. Relapses occurred in 44 per cent. of cases within four weeks, but were of considerably less severity than previously and were completely controlled by oral quinine.
3. Another series of 552 relapsing cases, less severe in type, were treated, during the apyrexic period, by three different methods :-.
A. 368 were given nc quinine; of these, 46% relapsed within 3 weeks. B. 94 were given quinine gr. 20 on Saturdays and Sundays; of these, 107.
" " " C. 90 were given quinine gr. 20 daily; of these, 87. % " " "
Conclusions.
1. Routine treatment by oral quinine is adequate in the majority of cases of relapsing malaria; it is necessary to continue the quinine treatment in doses of 20 gr. either daily or twice weekly during the patient's stay in hospital to obviate a high incidence of relapses.
2. In the cases (the minority) where oral quinine proves inadequate lntensive treatment by one or more courses of combined oral and intramuscular quinine (gr. 60 daily for four days) is followed by such marked improvement as to justify the adoption of this treatment as a routine procedure for such cases, the chief indication for this course being progressive cachexia and visceral enlargement in a patient i suffering from repeated relapses or prolonged pyrexia and not responding to oral quinine.
We wish to thank Lieutenant-Colonel A. G. Phear, R.A.M.C., consulting physician, at whose suggestion the intensive course was adopted, for much valued guidance and advice. TUBERCULOSIS of the mesenteric glands has been but little discussed, and yet, in view of the difficulty of diagnosis and the seriousness of the complications which may supervene, a detailed description of the clinical aspects of the condition may not be without value.
F'1'equenoy. The condition is probably much more common than is generally believed, the explanation of the apparent rarity being that unless complications occur the symptoms are so elusive, or rather point so indefinitely to any particular disorder, that they are classed under the general term of "indigestion," and no attempt at differential diagnosis is made.
It is interesting to compare the opinions of two observers in this matter.
On the one hand. in a most interesting account of abdominal tuberculosis in young children,1 Dr. Dingwall Fordyce, giving his experience of the frequency of mesenteric gland infection at the Royal Hospital for Sick Children, Edinburgh, says that it is extremely common, in the Edinburgh district at least. He examined the mesenteric glands in 50 consecutive post-mortems, finding bacilli present in 10 cases, and he reports MacFadyen and MacConkey,2 who made inoculation experiments into guinea-pigs of the mesenteric glands in 28 cases, 20 of whom died of non-tuberculous causes, all children under 8 years of age, and found virulent bacilli in 10 cases, 5 of which died of nontuberculous affections.
On the other hand, Goodhart and Still say that although 59 per cent. of all tuberculous post-mortems showed tuberculosis of the mesenteric glands, only 46 cases were diagnosed clinically in 6000-7000 patients, and half of these were doubtful. Probably this small proportion of diagnoses is due to the fact that the typical symptoms of the disease are little known and there are not often any very obvious physical signs.
For the purposes of this paper I have analysed 50 consecutive cases submitted to operation for this disease (excluding cases of general tuberculous peritonitis) over a period of about eight years.
Origin of the Infeotion.
The question whether these glands are primarily affected with tubercle cannot be answered except by comparative reasoning. We are agreed that in the region where tuberculous glands are commonest-namely, the neck, the infection reaches them through a breach in some neighbouring surface, whether it be of the throat, nose, ear, scalp, or teeth, and that before the tubercle bacillus can obtain a lodgment some pre-existing influence-e. g., sepsis, must have lowered the resisting power of the gland. That the method of incidence is the same in the mesenteric glands is highly probable.4
There are certain facts that lead to this conclusion : (a) the glands earliest affected are the para-intestinal glands, that is the group nearest to the intestine; and (b) the part of the mesentery where glands are the most common is the ileo-caecal region, where the intestinal contents reach their highest degree of bacterial activity, and where irritative lesions, such as catarrh of the appendix or thread-worms in the cecum, are not uncommon. ' On the other hand, it maybe argued (a) that it is rare to find in these cases any tuberculous lesion in the intestine, and (b) that it happens sometimes that the affected glands are higher up in the chain, forming masses around the upper part of the superior mesenteric artery. But it has been proved 5 that tubercle bacilli can pass through the intestinal wall without any discoverable lesion of the mucous membrane, and we often see distant glands affected in sepsis and cancer, while nearer glands are apparently untouched.
It is not unreasonable, then, to believe that the mesenteric glands, first rendered less resistant by a septic invasion from the intestinal canal, become infected later with tubercle from the same region.
There are two main sources of tubercle bacilli in the intestine :
(1) swallowed sputum in cases of pulmonary tuberculosis; and (2) bacilli swallowed in food, especially milk. It is rare, however, to find pulmonary tuberculosis in these cases (only two in my series, and those aged 25 and 32), and it is probable that the inhalation of tubercle bacilli would, if it infected anything, infect either the lungs or, if absorbed from the throat or naso-pharynx, the cervical lymphatic glands.
If we believe that the infection comes from tuberculous milk the type of organism should be bovine. and that this is frequently the case is proved in the report uf the Tuberculosis Commission.
Whatever the truth of the origin of the infection, there are two facts of importance upon which we can agree :
(1) Tuberculosis of the mesenteric glands can, and generally does, occur in patients in whom no other tuberculous focus can be found.
(2) The glands affected are practically confined, unless the condition is very advanced, to the area of the mesentery containing the lymphatics which drain the lower end of the ileum and caecum.
Course of the Disease.
The course of the disease is as follows :&mdash; In the first stage it is usual to find a general enlargement of the para-intestinal glands over a wide area of the ileo-caecal mesentery. The glands are firm or soft, almost translucent, and the serous covering is unchanged.
In the second stage caseation has taken place in a few of the glands which appear as smooth, soft masses of a yellow colour, and these glands may be found side by side with others still in the early stage, or they may be the only ones obviously affected. It is in this stage that complications commonly occur, due to the enlargement and breakingdown of the gland and the implication of the serous covering.
In the third stage calcification occurs, and, as a rule, only two or three glands are affected, the rest being apparently normal. These glands vary much in size, the largest being rarely bigger than a broad bean, while quite small ones may be completely calcified. They are densely hard, irregular in shape, and yellow in colour, and, as a rule, the serous covering is not adherent. It seems that in the course of the disease a process of degeneration of a few glands occurs simultaneously with resolution of the majority. Age Incidence. It is difficult to say at what age symptoms arise.
Many of my cases had had symptoms for two or three years, and the average is about seven months. I can only record here the age at which my patients came under my notice, and though it is evident that it is typically a disease of childhood it is worth noting that 11 of the cases were over 20 before I saw them. The youngest was 18 months Family history : In only 4 cases was there a clear family history of tubercle.
Pulmonary tuberculosis : Two cases, aged 25 and 32, were affected.
Symptoms. Duration.-30 cases gave a history varying in length from three years to two weeks, averaging seven-eight months. 14 cases were more or less acute with symptoms of less than one week, and in 6 cases the duration of symptoms was not stated.
In the 39 cases which I refer to as typical the symptoms were practically identical. These 39 cases are not all uncomplicated, 5 had an intestinal kink, 1 had general adhesions, 1 had an adherent Meckel's diverticulum, and 4 had free fluid, but these complications did not alter the typical clinical picture, though the fact that they occurred without additional symptoms has its effect on the question of treatment.
The patient is rather under-developed for his years, giving the impression that he is not gaining weight and strength normally. The parents say that he has never been strong, and that since the symptoms began he has decidedly gone back. He is ansemio. rather thin, and often listless in his manner. He does not play with other boys and often complains of feeling unwell.
The action of the bowels is not often affected; indeed, there is only one case in this series where diarrhoea was reported, and constipation though present in a few cases is not the rule. The appetite is poor and the tongue furred. Flatulence has been complained of in many instances. One patient had frequency of micturition. There have been only a few cases of small rise of temperature 99&deg;-100&deg; and the pulse is only quick when the child is in pain.
But the main symptom is pain, and its character is absolutely typical. ' It is a sudden centralised abdominal pain severe enough to make the child cry, lasting for about 15 minutes or less, relieved by pressure and hot applications, recurring perhaps two or three times a day and stopping as suddenly as it began, so that in the intervals the patient is quite free. In some cases pains occur every day, in others only at intervals of a month or so, the attack lasting two or three days. Vomiting occurred at the time of the pain in 13 of the 39 typical cases.
I do not know of any other disease in which pain of this type occurs. I believe that it is absolutely diagnostic. What is the explanation of this pain.
I have seen only two explanations in the literature on the subject-Lund saying that he considered it due to an acute infection complicating the glands which are already tuberculous, and Goodhart and Sti117 ascribing the pain to tuberculous peritonitis. I do not agree with their views, for tuberculous peritonitis was not present in any case of this series, the glands are not inflamed, the serous coat is not affected unless advanced caseation is present, while the typical pain occurs whether caseation has occurred or not.
In considering the type of pain one realises that it is a true " colic "ta other words a peristaltic pain such as occurs in the gall-bladder, common bile-duct, and ureter, and it is due to tonic contraction of unstriped muscle. Pain of this nature starts suddenly, ends suddenly, and is relieved by pressure and heat. -I believe that the gland stimulates the neighbouring branches of the vagus nerve proceeding to Auerbach's plexus and causes a tonic contraction of the circular muscle fibres of the small intestine, and that the pain is due to this cause.
At one time I thought that this contraction might be sometimes followed by a temporary intussusception, and that the pain was caused by this and increased by the pull of the mesentery on the affected gland. I was led to this idea because I had had three cases of intussusception earlv in my series, the starting-point being exactly opposite the affected glands, and because on an occasion when operating upon a case of tuberculous mesenteric glands I was fortunate enough to see the segment affected actually intussuscepted into the segment below twice in a minute or so, the intussusception being, of course, easily reduced, though I did not think it right to delay the operation to see if it would reduce itself. But I am not justified in drawing such a conclusion from so few instances to account for pain which we know can be caused by tonic contraction of unstriped muscle alone.
Examination of the abdomen rarely gives any definite signs.
It is quite unusual to be able to detect a lump-only three in my series, one of which was quite atypical, as he had no pain, and except for quite a large lump seemed in good health-and though the abdominal wall may give a doughy sensation to palpation, and there may be some points of tenderness, the signs-are vague.
Free fluid is not present in diagnosable quantity, if at all-one only of my series-and there is rarely any flatulent distension or rigidity.
In a few cases I have been able to obtain X ray confirmation of the diagnosis, as a calcareous gland will throw a shadow-indeed, in two cases it led to a diagnosis of ureteric stone-but I think I have only once seen a vague shadow of a caseating mass.
Differential Diagnosis.
In the absence of complications there are but few conditions which give rise to similar symptoms.
A chronic appendicitis, of the variety known as appendicular colic, and ureteric stone are the most important, and in children dietetic indiscretion or the presence of thread-worms may give rise to transient symptoms which bear some resemblance. One of my cases was diagnosed as lead colic before admission.
Appendicitis.
Appendicitis in its chronic form has been found in 16 of my series, and, as I have suggested, it may in some cases be the cause of the original disturbance of the glands which predisposed them to tuberculous invasion. To give rise to similar symptoms the appendicitis must be of a chronic type in which the appendicular coats are thickened, the lumen narrowed, and the normal peristalsis consequently interfered with. In such a case occurring in a child there will be flatulence, loss of appetite, furred tongue, malaise, constipation, and abdominal pain.
The differential diagnosis is difficult, but in this type of appendicitis the attacks of pain will be less frequent and last longer, and may be localised; constipation is more the rule, and local tenderness is marked. There may also be a small rise of temperature, which is unusual during an attack of pain in mesenteric gland tuberculosis. Rectal examination, which is of great value in appendicitis in children, may settle the diagnosis, 2. Stone in the ureter. In children the pain is unilateral, lasts longer, is generally accompanied by vomiting and very often by frequency of micturition. The fact that'calcareous mesenteric glands cast a shadow with the X rays leads to confusion, and the passage of a ureteric sound may not be easy or advisable. Abnormalities of the urine and of micturition will be the best aid in differentiation. In my two cases where a mistaken diagnosis of ureteric stone was made, one, a boy. had hsematuria due to urethritis which also prevented cystoscopy, and the other, a woman, had already been operated upon for renal and ureteric calculus on the other side.
3. Other conditions. Digestive disorders.-Children are very liable to transient attacks of colicky abdominal pain, but these attacks are generally very severe while they last, relieved by vomiting and def&aelig;cation, and occur at comparatively long intervals. They have none of the typical chronicity of the symptoms of mesenteric gland tuberculosis.
Intestinal parasites.-The same applies to this condition which may give rise to quite severe abdominal symptoms. Thread-worms have been found in four cases in my series. The diagnosis can be made only by finding evidence in the stools. Lead poisoning.-One case, admitted to hospital with this diagnosis, was a painter, aged 27, with a marked blue line.
Complications,
In this series of cases I have been careful to exclude any case which could be called primary tuberculous peritonitis.
Many of these cases, both serous and fibrino-caseous, have occurred in my practice during the period covered by this series in which the mesenteric glands were implicated, but these have been excluded because they may be instances of generalised systemic infection, while the cases in my series are, I believe, instances of localised infection.
It is impossible, however, entirely to avoid overlapping, and we find that a serous peritonitis was present in one case, a peritonitis clinically of recent origin with enlarged glands of some standing. There are two cases where adhesions were present apart from adhesions in the gland area, and six cases in which free fluid was present in small quantity. I do not suggest that these evidences of general peritoneal trouble were secondary to existing glandular infection. I do, however, wish to record my opinion that the last stage of tuberculous peritonitis, the so-called caseating form, is the last stage, not of tuberculous peritonitis, but of caseating mesenteric gland tuberculosis.
There are 16 cases of chronic appendicitis in my series; this is not, of course, a complication of the gland, but, as I have suggested, it may be the predisposing cause.
Intussusception.-Three cases are recorded, aged 4, 2, and 1&frac12;. (Table I. ) 
1
We know that the common age for intussusception is the second six months of life, and we are content to explain it on the grounds that in this period, when the breast-fed child, in whom it mostly occurs, is being weaned, the intestinal tract, in its attempt to adapt itself to new and strange foods, is liable to peristaltic vagaries. After the first year, intussusception occurs more rarely, and we look for some organic cause to account for the condition.
It is not unreasonable to believe that the glands, placed in such close relationship to the branches of the vagus nerve, may excite increased muscular contraction and thus lead to intussuseeption, for we knows that stimulation of any portion of the gut causes contraction above the i point of stimulation and relaxation below, conditions which are necessary for intussusception.
I have mentioned the case where intussusception occurred while I was operating, and one of my cases had typical signs of intussusception, passage of blood and mucus with obstruction, but operation revealed no trace of this condition. It is not impossible that intussusception actually occurred and disengaged before operation.
Symptoms of intestinal obstruction, occurring in 7 cases, constitute a very serious complication, and accounted for 1 of the 3 deaths.
The obstruction may be caused in many ways: (1) a caseating gland placed near the gut causes implication of its serous covering with contraction drawing down the attached edge of the gut and kinking it :
(2) the gut may be adherent to a gland in its own mesentery or in the mesentery of an adjacent coil, by its free edge or side ; (3) a coil of gut may be closely adherent round a gland ; (4) a Meckel's diverticulum may be adherent by its tip to a gland, obstructing the gut at its point of origin or strangling an adjacent coil; or (5) the omentum may be adherent to a gland, causing a band which may strangle the gut. The typical symptoms of mesenteric gland tuberculosis are, of course, overwhelmed by the urgent signs of obstruction, and only a close inquiry into previous history will allow of a correct diagnosis of the causation of the obstruction. The obstruction may vary from a kink requiring no more than the removal of the gland and freeing the gut to a most serious condition involving a great length of gut and requiring an enterectomy.
These are the complications of tuberculous mesenteric glands as I have seen them apart from the late stage of tuberculous peritonitis, which may be attributable to them. I find, however, in the scanty literature a report by Chiari 9 of a case in which a caseating gland ruptured into the stomach.
Treatment.
Cases divide themselves easily into two groups-namely, cases with and without complications. I think we can agree that when complications arise, particularly in view of the fact that these complications are mainly included under the term "intestinal obstruction," operative interference is imperative. But there may be some difference of opinion in uncomplicated cases. It depends upon the view taken of causation.
If it is believed that the condition is part of a general tuberculous state, or that it is due to absorption of tubercle bacilli from the intestine, or, perhaps, as it has been suggested. M that they may be secondary to bronchial glands, a case might be made out for purely medical treatment.
If, on the other hand, we believe that these glands have had their resistance lowered by some preceding inflammation, the tuberculous infection being secondary, as is, I believe, agreed in cervical gland tuberculosis, it follows that we must find and remove the primary cause before we can hope to cure the disease, and, this done, a loeal removal of the diseased tissues will result in cure.
Another point to be decided is whether we can exclude complications in so-called 11 typical " cases. I have shown that in my cases with typical symptoms there were 16 cases complicated by appendicitis, and in 11 other cases there was some complication. Another point to be settled is whether, knowing that there is a tendency to spontaneous cure, cases can be treated on expectant lines. My own experience is entirely surgical, and I will give my own principles of treatment and the immediate results and the remote results as far as I can.
Uncomplicated Cases.
A routine examination is made in order that tuberculosis elsewhere, particularly in the lungs or in other glands, may be excluded, and then the nose, naso-pharynx, and mouth are examined. It is very important that any disorder in this region should be corrected, as rhinitis, rhino-pharyngitis, enlarged and septic tonsils, adenoids, and decayed teeth are common causes of intestinal irritation.
The stools are examined for signs of intestinal ulceration, and particularly for thread-worms. If there is constipation it is well to administer small doses of liquid paraffin for a few days before operation.
The abdomen is opened in the mid-line, below the umbilicus, and the mesentery is examined, beginning at the ileo-caecal junction. Any caseating or calcareous glands are removed by dissection. and this may be a rather tedious operation, and, if the serous covering is affected, it may leave some big rents in the mesentery which must be repaired with fine catgut. I have not found that this has interfered with the bloodsupply of the gut, but Jamieson and Dodson 11 give warning of the close relationship of the ileo-colic chain of glands to the ileo-colic artery and vein. It is essential that all the caseating glands are removed and it is much wiser to dissect them out than to curette them. The intestine is examined for ulcers or kinks, and other evidences of tuberculosis are looked for. The appendix is removed and the abdomen closed without drainage. Fine catgut is used throughout for peritoneal sutures.
' , Complicated Cases. In complicated cases we are dealing with intestinal obstruction and the ordinary surgical principles apply. Some cases are simple and require but the removal of the gland and the freeing of a kink, others may present difficulties which make success impossible. We are all aware of the frequency with which faecal fistula follows operation in these cases, and we know how fatal such a sAquela is. I have come to the conclusion that the formation of an artificial anus above the obstruction is useless, and that to get success we must either be able to free the gut from adhesions and remove the caseating glands or do a resection.
Any operation, such as a short circuit which leaves the glands, is sure to be a failure, and therefore it is better to do an enterectomy than a short circuit with removal of the glands superadded, both from the point of view of saving time and of permanent cure. I have been agreeably surprised by the success which has attended those cases in which I have removed the glands and freed adhesions, even though in doing so the serous coat of the bowel has been considerably injured. It is only, I think. when such an operation leaves the gut so injured that it is risky to return it to the abdomen that enterectomy should be done.
Three of my cases required enterectomy including one Meckel's diverticulum, 2 recovering, 1 dying. The second Meekel was treated by excising the diverticulum and the gland successfully. None of the intussusceptions required enterectomy, and though in one case the intussusception appeared at the anus all did well.
Results.
The immediate result was 47 recoveries and 3 deaths. (Table II.)   TABLE II.-Summary. I.R., immediate results. M. Div., Meckel's diverticulum. The cases that died were :-1. A boy of 16 operated on Sept. 29th, 1910, with intestinal obstruction of a week's standing. At operation the intestine was found bound down to a caseating gland, and many ulcers were seen in the gat. Resection.
2. A girl of 5&frac12;, operated on March 25th, 1913; 6 days' history. All signs of obstruction, but none found at operation. Practically moribund when first seen.
3. A boy of 9 years, who had been ill for five days with a temperature ranging round 1030. There were no complications at operation, but he died of acetonaemia on the third day.
Late results.-I have corresponded with and seen or had reports from 33 of the 47 cases which recovered after operation.
Of these 7 were from the 14 complicated cases which recovered, and 26 from the 33 uncomplicated cases that recovered.
Of the 7 complicated cases 5 are quite well, 1 in which an extensive resection was done had a little flatulence and occasional pain 2 years later, and 1 after 6 years is making good progress, but has occasional set-backs.
Of the 26 uncomplicated cases 17 are quite well after periods varying from 3 & f r a c 1 2 ; years to 6 months, 5 had occasional pain, 1 after 3 months still has pain, 1 developed pulmonary tuberculosis but after a stay in a sanatorium recovered and is now married and well, and 2 died, one 2 years after operation, during which she was never free from pain, and committed suicide, and one developed general tuberculosis 11 months after operation.
So the record stands: Of 33 cases 22 are quite well, 8 are practically well, 2 have died without improvement, and 1 case has been too recently operated upon for after-history to be of value.
It may be of interest to compare the after-histories as affected by the stage of the disease. Thus of the 50 cases 16 were not caseating, 26 were caseating, 6 were calcareous, and in 2 cases the condition is not stated.
Of the 15 non-caseating cases which recovered 7 are quite well, 4 have occasional pain, 1 died of general tuberculosis, and 3 have not been traced.
Of the 25 caseating cases that recovered 12 are quite well, 5 have occasional pain, 1 died, and 7 have not been traced.
Of the 5 calcareous cases 2 are quite well and 3 have not been traced, while both the doubtful cases are quite well.
One would have expected that the non-caseating cases would have shown better after-histories than the caseating, but there is not much to choose.
Conclusions.
1. The mesenteric glands may be the only part of the body affected by tubercle, and especially they may be affected apart from tuberculous peritonitis.
2. There is a tendency to spontaneous recovery, as evidenced by calcification.
3. The condition is not limited to childhood. 4. A diagnosis can be made with reasonable certainty without the presence of a palpable tumour. 5. Pain is characteristic in type and is due to spasm of the affected segment of small intestine.
6. This spasm may give rise to intussusception. 7. Complications are frequent and may be serious. 8. The caseating form of tuberculous peritonitis is probably the last stage of caseating mesenteric glands. 9. Operative treatment should be undertaken owing to the difficulty of excluding complications in apparently typical" " cases, and such treatment gives a good prospect of permanent cure.
References.-1. Brit. Med. Jour., Sept. 18th, 1909, p. Thompson: Practitioner, 1913 , xc., 228. 11. THE LANCET, 1907 , i., 1141 THE SANATORIUM TREATMENT OF PULMONARY TUBERCULOSIS. ALTHOUGH it is generally recognised that the disappearance of the specific organisms from the sputum of a patient suffering from pulmonary tuberculosis is of favourable import, the full significance of this occurrence, perhaps, is not so widely appreciated.
The after-history records of King Edward VII. Sanatorium are of much interest in this connexion. They show that patients who at the date of their discharge from the sanatorium have no sputum or sputum in which T.B. could not be demonstrated enjoy a substantially better prognosis than others, seemingly comparable in all respects, but in whose sputum T.B. are constantly present. Indeed, if in possession of the sputum records it is possible to no small extent to forecast the degree of permanent benefit likely to be associated with the work of the institution during any given period.
The proportion of cases in which disappearance of the bacilli may be expected to result from treatment in a sanatorium is therefore of more than academic interest. Sputum Itecords of King Edward VII. Sanatorium. ' The following contribution from King Edward VII. Sanatorium consists of the records, over a period of 11 consecutive years, of the number of cases in Groups 1, 2,.and 3, as defined by the Turban-Gerhardt classification, which on admission had T. B. in the sputum, and the number and percentage of the same in which at the date of discharge T.B. could no longer thus be demonstrated.
It is to be added that the duration of residence in the sanatorium varied from a minimum of a few weeks to a maximum of 14 months, the average working out at some four to six months, and that, except during the years 1911 to 1914 inclusive, the treatment consisted of general hygienic measures only. During these particular years tuberculin was given, in addition to the usual sanatorium treatment, in a varying number of cases.
Actually These results may be thus summarised :&mdash; Of 318 T.B. + cases classed in Group 1 discharged during the 11 years under consideration, 138, or 433 per cent., had a negative sputum when they left the sanatorium.
Of 1011 T.B. + cases classified in Group 2, 227, or 22-4 per cent., were discharged with T.B. no longer to be demonstrated in the sputum.
Of 703 T.B. + cases classified in Group 3 the disappearance of the bacilli from the sputum was obtained in 32 only, or less than 5 per cent.
The records of loss of T.B. (43-3 per cent.) for cases in Group 1 are satisfactory evidence of the value of sanatorium treatment in the initial stages of the disease. The relatively poor results obtained among the large, and therefore the more important, group of moderately advanced cases (Group 2) suggest that for this class of patient an average of some 4 to 6 months' treatment is inadequate. Among the Group 1 cases the minimum was 24'4 per cent. and the maximum 62-5 per cent., occurring in the years 1910-11 and 1916-17, respectively. Tuberculin was not given at the sanatorium in either of these years; and in every respect the principles of treatment were identical. Among the Group 2 cases the variation was less markednamely, from a minimum of 16'1 per cent. to a maximum of 25-4 per cent. Similarly, among the Group 3 cases there was a variation of from 0 per cent. to 11'2 per cent.
It is not easy to explain these variations with any confidence. An examination of the meteorological records of the sanatorium does not suggest any association with the cllmatic conditions which characterised the different years. As previously stated, the methods of treatment remained constant with the exception of the tuberculin era, but the fluctuations clearly are independent of the factor of specific treatment.
A variation in the clinical condition of the patients admitted from time to time is, I think, the explanation.
The more favourable results are the outcome of a better, although to a large extent an unconscious, selection of cases. For instance, of a number of patients who come within the definition of Group 1 some prove to be possessed of much greater recuperative power than others.
It occurred to me that the period of treatment in which the T B. disappeared from the sputum in various cases might throw some light on the point.
In some instances T.B. were not found after the first examinationnamely, on admission; in many not later than the eighth week. Patients with widely diverse lesions are included in this group of "early loss of bacilli," the common footor being a good response to treatment. Many patients, on the other hand, did not lose their T.B. until the completion of three, four, or six months' residence and longer.
On the whole the tendency is for the disappearance of T.B. to occur during the first 12 weeks of treatment. If they are still present after this period the probabilities are that a further three months will not bring about their disappearance. This is but another way of expressing that it is patients who show the greatest tendency to spontaneous arrest of their disease that make the best and most rapid recoveries under sanatorium conditions. The larger number of such cases included among the admissions during any given year will be reflected in the percentage figures for disappearance of T.B. The Influenoe of Tuberculin Treatment.
It has been claimed that when tuberculin is given in addition to the usual hygienic measures employed at a sanatorium the probability o T.B. disappearing from the sputum is increased. I do not think that any influence of tuberculin can be discovered in the Midhurst records.
The percentage figures for the two 'years during which tuberculin was so largely used-namely, 1912-13 and 1913-14, are practically the same as the records for two years subsequent to this period-namely, 1915-16 and 1916-17, during which tuberculin was not employed at all. I have to thank the Council of King Edward VII. Sanatorium for permission to publish this brief record.
